MISSOUR! DIVISION OF HEALTH — STANDARD CERTlFlCATE OF DEATH ol a5 Sd 0 o} 1
DEPARTMENT OF FUBLIC HEALTH AND WELFARE()4D 1000 ; 651 63 019133

Registration District No {mary Regleteation District N I STATE FILE NUMBER
DO NOT WRITE i AMENDED egiatration Dt cemmeemee == _Primary Reglatration District No. g s No. )

ON THIS STUD T
1. PLACE OF 5 19& 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before

VS 300 a. COUNTY Buchan_an . a. STATE Missouri b. COUNTY Andrew admission)
Rev. 4/59 b. CITY (If outside corporate (imits, give TOWNSHIP anly} Length of stay n 16 || . ©. CITY _ Inside Limits

785.?" St JOSeph, ? dayg ‘I'gsVN Cosby. Yes [ No gt

. FULL NAME OF (If NOT in hospital, give Jocatien} Inside Limits d, STREET {1f cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

instimuTioN Meth, Hosp, & Med, Center |YeR NoO Rural Route Yes G No [

3. NAME OF DECEASED First Middle _:lan 4. DATE Month Cay Year

3 s h

. ype or print) OF

Z WILLIS B. DURANT DEATH May | 27, 1953
o 5. SEX & COLOR OR RACE 7. Married [ Never Married [J |8, DATE OF BIRTH' | ¥ AGE [Iast hirthday) [TF UNDER 1 YEAR | IF UNDER 24 HR

Male White Widowed X Divorced [ J 3 2u' 1888 ?u Monrhll Days Hours Min.

10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during gposf of ing life, even if retired)

el, Farmer Agriculture Cosby, Missourl U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Lafayette Durant Minnie Strock Fannie Nave Durant

15. WAS DECEASED EVER IN U.5. ARMED FOECET * NO. |17. INFORMANT DaIIghter Address

(Yes, nn or unknown)-’ﬂf yes, give war or dates o
0 4y | Miss Marie Durant-6t. Joseph,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}. INTERVAL BETWEEN
PART !. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE [a) Carcinoma of the lung, right lowar lobe 6 months

's117
20020

DATE AMENDED

DCOCUMENT

which ‘gave rfe to
above. cavse (a),
stating the under-
lying cause laat.

Conditions, if |ny,} DUE TO (b}

DUE TO (s}

PART 1l, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted to the rerminsl PART Il If decessed was femals was
disease condition given in PART ) (a) there & pregnancy in last 90 deys.

IDYQ:I ] Na I O Unknown
19. WAS AUTOPSY 20a. ACCBENT SUIEDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARY | or PART 11 of item 18.)
= I

PERFORMED?
YES O NOR

© 20c. TIME OF Hour Month, Day, Year
{NJURY am.
p-m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
) WHILE AT WORK (] farm, foctary, street, office bidg., etc.)

NOT WHILE AT WORK [
1T-19-62 o= (=03 L=-26-63

m on the date stated above, and to the bast of my knowledge, from the causes stated.

21. | attended the deceased - from and last saw ;ﬁa]iw'oﬂ

22b. ADDRESS ‘ T22¢c. DATE SIGNED
Savannah, Missouri -28-

a. BURIAL, CREMATION, | 23b. DATE 23c. NAME CF CEMETERY OR CREMATORY .23d. LOCATION (City, town, or. county) {State)
REMOVAL (Specify)

Burial | May 29, 19673 Memorial ..Park Cemetery St. Joseph, Missourl
24. FUNERAL DIRECTOR ADDRESS 25. DATE-RECD. BY LOCAL REG. 26 REGIS]’RAR‘S SIGNATURE
Melerhoffer-Fleeman Inc., St. Joseph, Mo Qa...g o /F6S M

{Li d Embat “l S4 on Reverse Side)

6.3. fe//n?v_ HQAEDICA:. CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD.READ

BY AFFIDAVIT OF

ATEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalimer No.

working under my persenal supervision.

Student

Signatura of Student Embalmer

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is hot embalmed, fact should be so stated above.




